Introduction
Even though the elimination of congenital syphilis has been on the maternal and child health (MCH) agenda for over a decade, elimination has not yet been achieved; what, then, are the factors currently facilitating the elimination of mother-to-child transmission (MTCT) of syphilis?
In the decade since the 2004 Bulletin of the World Health Organization special issue on maternal and congenital syphilis, with its compelling editorial emphasizing an urgent need for new approaches to address congenital syphilis prevention, substantial progress has been made on many fronts [1] . In 2007, WHO released the Global Elimination of Congenital Syphilis: Rationale and Strategy for Action [2] , which was developed in consultation with experts and regional disease control officials from around the world. This pivotal strategy calls for action in four distinct "pillars", namely: (1) ensuring sustained political commitment and advocacy; (2) increasing the access to and quality of maternal and newborn health services; (3) screening of all pregnant women and treatment of all positive cases and their partners; and (4) establishing an underlying foundation of surveillance, monitoring, and evaluation for the elimination of congenital syphilis ( Figure 1 ) [2] . Since the launching of the strategy, many advances have now made the elimination of congenital syphilis an attainable goal for every country. The papers in this Supplement describe examples of the progress and achievements toward elimination, as well as a description of the remaining challenges.
Taking opportunities for integration
The global MCH community has united around several new initiatives strengthening the underlying antenatal care platform (the first and second pillars of the global strategy for elimination of congenital syphilis) [3] [4] [5] . As a result, the median proportion of pregnant women receiving at least one antenatal care visit is now 90% in 58 reporting countries [6] . Further, syphilis testing in pregnancy is now part of the essential package of antenatal care services. Strategies that improve the access to and quality of antenatal care also support the elimination of congenital syphilis [7] .
The strong global response to the HIV epidemic has introduced HIV screening and treatment into even the most remote areas [8] . Prevention of MTCT of HIV, initially introduced as a vertical program, has also been increasingly integrated into routine antenatal care. Therefore, in many countries and regions, services for the prevention of MTCT of HIV and syphilis are now delivered simultaneously; dual elimination of MTCT of HIV and syphilis is now a regional strategy in the Americas, Asia Pacific, Africa, and Europe, and at least 60 countries have integrated strategies for the prevention and elimination of MTCT of HIV and syphilis [9] [10] [11] [12] . Herein, Swartzendruber et al. [13] show that such integration is associated with substantial increases in syphilis screening without adversely impacting HIV screening among pregnant women.
Simpler and cost-effective diagnostics
The development of rapid point-of-care diagnostics has made syphilis testing possible even in remote settings without access to traditional laboratories. These rapid diagnostic tests (RDTs) facilitate the provision of integrated services, such as the dual elimination of MTCT of HIV and syphilis, and improve the quality of MCH service delivery overall. In this Supplement, three new dual RDTs for HIV and syphilis are evaluated by Yin et al. [14] , who found that all three have an excellent clinical performance and are simple to use. Further, through the modelling of data from Peru, Tanzania, and Zambia, Terris-Prestholt et al. [15] show that RDTs are more cost-effective in screening and treating syphilis than laboratorybased testing methods such as the rapid plasma reagin or venereal disease research laboratory test. Additionally, the potential application of electronic readers with RDTs to improve the quality of diagnosis and patient management, while also improving surveillance, is discussed by Wedderburn et al. [16] .
Better data
In addition to improved diagnosis, the quality of data on syphilis in pregnancy has also improved. Since 2009, WHO has worked with countries and regions to encourage reporting on the MTCT of syphilis through the Global AIDS Response Progress Reporting System (GARPR) [17] . Syphilis seropositivity data obtained through GARPR have been used to generate global and regional estimates [18] . Herein, Ham et al. [19] suggest methods to improve the estimation process for syphilis in pregnancy by adjusting for diagnostic test type used, whereas Chen et al. [20] describe how GARPR data can be applied, using a simple online Excel tool (Microsoft, Redmond, WA, USA), to estimate the burden of maternal and congenital syphilis at a national or subnational level, as exemplified in India, Nigeria, and Zambia.
Country commitment to the elimination of MTCT of HIV and syphilis
Ultimately, it is country commitment that will make the dual elimination of MTCT of HIV and syphilis a reality. Overall, this Supplement of the International Journal of Gynecology and Obstetrics (IJGO) describes the activities of 11 countries in their scale-up of elimination of MTCT of HIV and syphilis programs. Additionally, Newman et al. [21] discuss work in six African countries to identify relevant and achievable action steps that can lead to progress toward elimination.
Challenges remain
Continuing challenges in the areas of advocacy, funding, and training remain to be addressed before the elimination of MTCT of syphilis and HIV can become a reality in all nations.
Advocacy at national and global level
The papers in this Supplement identify a clear need for better advocacy at the national level in order to implement integration policies for elimination of MTCT syphilis and HIV programs. In China, for example, MTCT of syphilis languished on China's health policy agenda until the launch of their national triple strategy to eliminate the MTCT of HIV, syphilis, and hepatitis [22] .
Adequate funding
Antenatal care programs implementing RDTs for syphilis have been successfully scaled up in several countries, but have not been universally effective; sufficient resources for test procurement are critical. For example, Dassah et al. [23] describe a program introducing syphilis RDTs that did not result in an overall increase in antenatal care screening, attributed, in part, to stockouts of the syphilis test kits. Further, a survey by Luu et al. [24] , including 69 laboratories in 30 countries in the Americas, found that half of all laboratories serving antenatal care settings had a stockout of one or more essential syphilis testing supplies in the previous year (median duration of 30 days). Additionally, Baker et al. [25] identified shortages of tests as the main bottleneck for syphilis screening in both Tanzania and Uganda, despite a significantly higher availability for HIV tests. Thus, these authors suggest that comprehensive, rather than selective, financing and support are needed for antenatal care interventions [25] .
Ongoing training
Adequate training and ongoing supervision are also crucial for the success of elimination of MTCT of syphilis programs. Balira et al. [26] found that, in Mwanza, Tanzania, only 25% of health workers in antenatal care services or maternity wards reported receiving training in the prevention of MTCT of both HIV and syphilis, which the authors felt could be improved through integrated care guidelines and training. In Guatemala, Smith et al. [27] found that providers feared delivering positive syphilis results and were more likely to report an indeterminate test result as negative. Moreover, treatment coverage of maternal syphilis must be improved for the elimination of MTCT of syphilis to succeed. Bonawitz et al. [28] found that only 12% of syphilis seropositive women received at least one dose of penicillin, despite no stockouts being reported during the time period assessed. Thus, adequate training is imperative for overcoming such barriers. Several countries have demonstrated commitment toward using these tools to overcome congenital syphilis. For example, in 2015, following an estimation process of maternal and congenital syphilis at a subnational level, India (which has 29 million pregnant women annually and accounts for 20% of live births globally), launched a national strategy and operational guidelines for the elimination of congenital syphilis integrated into both the MCH and HIV screening platforms [29] . Moreover, India has introduced policy changes to ensure that syphilis and HIV testing are considered an essential component of the antenatal care package, allowed use of rapid syphilis testing in primary care facilities, and begun to address the procurement issues necessary for a massive programmatic scale-up [30] . In addition, a robust monitoring and evaluation system will be in place soon with review mechanisms at all levels, effective recording, reporting, analysis, and feedback systems that will help bridge the gaps in the program. This will facilitate India to move steadily toward the elimination of congenital syphilis and HIV by 2017.
Several countries in the Americas have also made important gains in the elimination of MTCT of HIV and syphilis. The Pan American Health Organization (PAHO) has established a regional committee for validation of elimination of MTCT of HIV and syphilis, and Cuba is the first country in the world to initiate a formal validation process for these diseases [31] .
Conclusions
It is hoped that by highlighting the availability of new tools, improved opportunities, and examples of success, the public health community can now accelerate dual elimination of MTCT of HIV and syphilis programs. However, a commitment at multiple levels to advocate programs, provide appropriate resources and reliable procurement systems, and improve training and supervision will be needed to achieve this important goal. The four pillars for the elimination of congenital syphilis. 
